Volumetric-modulated arc therapy (VMAT) is an efficient form of radiotherapy used to deliver intensitymodulated radiotherapy beams. The aim of this study was to investigate the relative insensitivity of VMAT plan quality to gantry angle spacing (GS). Most previous VMAT planning and dosimetric work for GS resolution has been conducted for single arc VMAT. In this work, a quantitative comparison of dose-volume indices (DIs) was made for partial-, single-and double-arc VMAT plans optimized at 2°, 3°and 4°GS, representing a large variation in deliverable multileaf collimator segments. VMAT plans of six prostate cancer and six head-and-neck cancer patients were simulated for an Elekta SynergyS® Linac (Elekta Ltd, Crawley, UK), using the SmartArc™ module of Pinnacle³ TPS, (version 9.2, Philips Healthcare). All optimization techniques generated clinically acceptable VMAT plans, except for the single-arc for the head-and-neck cancer patients. Plan quality was assessed by comparing the DIs for the planning target volume, organs at risk and normal tissue. A GS of 2°, with finest resolution and consequently highest intensity modulation, was considered to be the reference, and this was compared with GS 3°and 4°. The differences between the majority of reference DIs and compared DIs were <2%. The metrics, such as treatment plan optimization time and pretreatment (phantom) dosimetric calculation time, supported the use of a GS of 4°. The ArcCHECK™ phantom-measured dosimetric agreement verifications resulted in a >95.0% passing rate, using the criteria for γ (3%, 3 mm). In conclusion, a GS of 4°is an optimal choice for minimal usage of planning resources without compromise of plan quality.
INTRODUCTION
In the last few decades, there have been significant technological advances in therapeutic and diagnostic radiology. The need for (i) more conformal and accurate dose delivery, (ii) tumor dose escalation for better locoregional tumor control, yet improved sparing of organs at risk (OARs), and (iii) efficient treatment delivery systems has focused researchers in these areas. Volumetric modulated arc therapy (VMAT) proposed by Otto [1] is currently the most efficient method used for the delivery of IMRT beams. VMAT exploits the simultaneous movement of various mechanical variables, e.g. use of 360°gantry angles, multileaf collimator (MLC) and static or variable dose rate, for intensity modulation. The VMAT plan optimization module allows the selection of various planning parameters, including number of arcs, gantry angle spacing (GS), estimated treatment delivery time, and collimator angle. Bortfeld et al. [2] , Otto et al. [3] , Verbakel et al. [4] and Zhang et al. [5] discussed and compared the advantages of the VMAT technique versus conventional IMRT and concluded that VMAT is more efficient in the delivery of planned doses than conventional IMRT, while maintaining comparable or better plan quality.
Feygelman et al. [6] investigated the effect of control point (CP) spacing (i.e. GS) on dosimetric accuracy for single-arc (SA) VMAT, using the SmartArc™ module in combination with the Trilogy Linac (Varian Medical Systems, Palo Alto, CA) and concluded that 4°spa-cing was a good compromise between calculation speed and accuracy, whereas 6°spacing exhibited large dosimetric errors. Mihaylov et al. [7] evaluated the effect of GS resolution on VMAT plan quality in a single modulated arc optimization at various CP spacing. They reported that all optimized plans were clinically acceptable, and differences were within ±3% between the majority of referenced and compared dose-volume indices (DIs). They concluded that 4°GS resolution seems to be a balanced alternative between plan quality and plan complexity. Treutwein et al. [8] reported that 4°GS was better in a planning and dosimetric study using the Oncentra® MasterPlan treatment planning system (TPS) (Nucletron B.V., Veenendal, The Netherlands). Tyagi et al. [9] recommended the use of 4°and 6°GS with appropriate leaf speed and maximum delivery time in SA for adequate planning target volume (PTV) coverage.
The focus of our study was the search for optimal userselectable VMAT planning parameters and their influence on plan quality. Most of the planning and dosimetric work for GS was conducted for SA VMAT. In this work, partial-arc (PA), SA and double-arc (DA) VMAT plans were optimized at 2°, 3°and 4°GS, representing a large variation in deliverable MLC segments. It provides a detailed evaluation of GS influence on VMAT plan quality, quantified in terms of DIs for deliverable multiple VMAT schemes. Moreover, delivered monitor units (MUs), dose optimization and calculation times, and plan delivery efficiency for a range of GSs were also noted for the Elekta SynergyS® Linac (Elekta Ltd, Crawley, UK).
MATERIALS AND METHODS

Patient selection
Six each of prostate cancer and head-and-neck cancer patients were selected, with various target (tumor) geometries and prescribed doses (PDs). The regions of interest (ROIs)-PTVs and organs at risk (OARs)-were delineated [10] [11] [12] by a radiation oncologist on each computed tomography (CT) slice, and plans were reviewed after optimization. The PD for prostate cancer ranged over 74-78 Gy for PTV boost (which includes the prostate gland plus half of the seminal vesicles), with 2 Gy per fraction, whereas the PD for all head-and-neck cancer plans was 60 and 54 Gy for PTV boost and PTV elective , with 2 Gy and 1.80 Gy per fraction for the simultaneously integrated boost (SIB), respectively. PTV boost and PTV elective represent the high-and low-risk volumes for postoperative headand-neck cancer cases. The details of PTVs, OARs and PDs for individual patients are given in Table 1 .
Equipment
The beam data for the Elekta SynergyS® Linac equipped with a Beam Modulator was used for simulation and delivery of the VMAT plans. The MLC has 40 leaf pairs, each of nominal width 4 mm; diaphragms limit the maximum field size to 21 cm (along the leaf direction) by 16 cm (perpendicular to the leaf movement direction) projected to the isocentre; and there are no moveable jaws. The VMAT plans were optimized for a 6 MV photon beam, using the SmartArc™ module [13] in the Pinnacle³ TPS (version 9.2, Philips Healthcare). The performance of the SmartArc™ module has been reported by several authors elsewhere. Some of the SynergyS® specific parameters integrated in SmartArc™ module for VMAT delivery include: maximum gantry speed of 5.5°/s, maximum leaf speed of 2.4 cm/s and five fixed dose rate levels of 35, 75, 150, 300 and 600 MU/min. In the SmartArc™ module, the user can define VMAT parameters, e.g. gantry start and stop angles, rotation direction, GS (2°, 3°or 4°spacing between subsequent CPs), maximum delivery time (MDT), and number and type of arcs. A leaf motion constraint of 0.469 cm/degree of gantry angle was used. A detailed description of the optimization algorithm has been published by Bzdusek et al. [13] , in which the full collapsed cone convolution superposition (CCCS) algorithm was used for calculation, followed by additional segment weight optimization [6, 14, 15] . At the end of the optimization process, the resultant deliverable dynamic arc beam is achieved within the commissioned parameters of the Linac machine.
VMAT planning and objectives
Optimization of multiple VMAT schemes at GS of 2°, 3°and 4°was performed to quantify the magnitude of variation among various DIs and its effect on VMAT plan quality in terms of target coverage and sparing of OARs. The prostate cancer plans were optimized for PA, SA and DA VMAT schemes, whereas the head-and-neck cancer plans were optimized for SA and DA VMAT schemes at GS 2°, 3°a nd 4°. A MDT of 90 s (per arc) for prostate cancer and of 110 s (per arc) for head-and-neck cancer [16] , and a collimator angle (C) of 45°were selected for optimal dose distribution [4, 8] . Start/stop gantry angles of 179°/181°for SA and DA, and 225°/135°for PA VMAT were selected. A calculation grid size of 3 mm in all three directions was set for all optimization schemes.
The following flat treatment planning objectives were defined for all PTVs: 95% of the PD should cover at least 95% of the PTV volume, the conformity index (CI = V 95% /V PTV ; here V PTV represents the volume of the PTV) should be ≥95%, D mean ≥ PD, for OARs (rectum: V 50 Gy < 50%, i.e. the rectum volume irradiated by 50 Gy should be <50%, and similarly V 70 Gy < 20%) for prostate cancer cases. The mean dose of either parotids should remain <27 Gy (D mean < 27 Gy) or the volume of parotids irradiated by 30 Gy should be <50% (V 30 Gy < 50%) for head-and-neck cancer cases. In order to make a rigorous comparison of the impact of GS, a similar well-optimized set of 'Dose-Volume Objectives' (DVOs) was used for all VMAT schemes (DVOs were optimized separately for prostate and head-and-neck cancer). DI-based comparison was made for each GS.
Analysis
The purpose of the study was to note and compare dose variations among various GSs at various fractions of volumes-of-interest. Therefore, doses were noted and compared quantitatively for a fixed fraction of volume (D x% ), for all volumes-of-interest. Dose-volume histogram (DVH) data was used for analysis. All radiation doses were noted in the standard unit Gray (Gy) and the volume in cubic centimeters (cm 3 A 'two-sided student t-test', assuming unequal variances with statistical significance set to P ≤ 0.05, was used to test for significant difference between DIs of plans with different GSs. The dose distributions obtained with maximum CPs at GS 2°w ere used as the reference for calculating the difference for a GS of 3°and a GS of 4°. If the differences were >2% for the PTV DIs, the respective values were highlighted. Mihaylov et al. [7] used the criteria of ±3% as the surrogate for clinical significance. Delivered MUs, beam optimization and calculation time and delivery times were also analyzed. Dosimetric validation was performed for randomly selected plans (three prostate cancer and three head-and-neck cancer plans) and all measurements were done in a single session. The corresponding TPS-calculated dose distributions of each plan were recalculated [exported in SNC Patient software version 6.2 (Sun Nuclear Inc, Melbourne, FL)] and delivered to an ArcCHECK™ phantom using an Elekta SynergyS® linear accelerator. Both TPS-calculated and phantom-measured doses were compared using 3D gamma (γ) analysis [17] . The global γ indices using the Van Dyk criteria [18] were computed for 3 mm/3% and considered clinically acceptable if γ -global (3%/3 mm) was ≥ 95%. The dosimetric measurements were made in absolute dose mode with a low-dose threshold of 10 cGy, to restrict our analysis to the clinically relevant areas.
Ethical statement
The studies followed were in accordance with the ethical standards approved by the responsible committee of the hospital.
RESULTS
Summaries of the results for PTV and OARs DIs of prostate cancer and head-and-neck cancer optimized at a GS of 2°, 3°and 4°for PA, SA and DA VMAT schemes are presented in Tables 2, 3 , 4, 6 and 7. The efficiency parameters in terms of MUs, optimization time, delivery time and number of CPs are noted in Table 5 for all VMAT schemes. The treatment-planning objectives were achieved by all VMAT schemes, except SA for head-and-neck cancer.
Prostate
The results for the prostate PTV DIs (Tables 2, 3 and 6) show that differences between the reference (2°) and compared (3°and 4°) DIs were ≤2%, except the HI, for all VMAT schemes. For the majority of the compared values, a GS of 4°showed a trend toward comparable or increased target coverage (D 95% ) and CI, reduced tail doses (D2%), and increased HI, compared with a GS of 2°or 3°. In the majority of patients, the HI for a GS of 4°was higher than for a GS of 2°or 3°, and varied between 3 and 16% [highest value (0.074) bold-italic in Table 6 
Head-and-neck cancer
The PTV DIs for head-and-neck cancer presented in Tables 4 and 7 for DA and SA VMAT schemes show that the differences between the reference (2°) and compared (3°and 4°) DIs were <2%, except for the HI. For the majority of patients, a GS of 4°showed comparable or better target coverage (D 95% ) and CI for PTV boost and PTV elective , similar tail doses (D 1 cm 3 ), and higher HI, compared with a GS of 2°and 3°. The HI for a GS of 4°was higher than the for a GS of 2°or 3°, varying between 3 and 7% in the majority of patients. Generally, the DI for V 30 Gy resulted in better sparing of the parotid for a GS of 4°compared with that for a GS of 2°or 3°; comparable D mean values for the surround were noted. The left parotid (Patients 3 and 4), and right and left parotids (Patient 5) Differences of >2% for the PTV DIs have been highlighted. DI = dose-volume index, CI = conformity index, HI = homogeneity index, OAR = organ at risk, ROI = region of interest, PTV = planning target volume, VMAT = volumetric-modulated arc therapy. Differences of >2% for the PTV DIs have been highlighted. DI = dose-volume index, HI = homogeneity index, CI = conformity index, OAR = organ at risk, ROI = region of interest, PTV = planning target volume, VMAT = volumetric-modulated arc therapy. Differences of >2% for the PTV DIs have been highlighted. DI = dose-volume index, OAR = organ at risk, ROI = region of interest, HI = homogeneity index, CI = conformity index, PTV = planning target volume, VMAT = volumetric-modulated arc therapy, 'nr' = either no parotid involvement or negligible DI values, not reported. Table 5 . In the majority of the plans, the MUs at a GS of 4°were comparable with or less than those for a GS of 2°or 3°, with the exception of a few. The optimization and calculation times for a GS of 2°was almost double compared with a GS of 4°for both prostate cancer and head-and-neck cancer for the respective VMAT schemes. All of the selected VMAT plans for dosimetric validation passed the clinically accepted quality assurance criteria of γ-global (3%/3 mm) ≥95% for 2°, 3°and 4°GS, and the results are listed in Table 5 .
DISCUSSION
In plan optimization, DVOs are defined for all ROIs (PTVs and OARs) that play a key role in the final dose distribution of the treatment plans. To make a rigorous comparison, we used a welloptimized similar set of DVOs for the optimization of all VMAT plans. The quantitative and qualitative measures of the obtained dose distributions for the three GSs optimized for multiple VMAT schemes were clinically acceptable, except for the SA VMAT plan for head-and-neck cancer. This planning study comprised the optimization of PA, SA and DA VMAT plans compared with SA as reported by Mihaylov et al. [7] . The number of CPs in PA and DA is 1.3 times smaller and 2 times greater than SA, respectively, which translate into MLC segments accordingly. A minimum of 69 MLC segments was used in our study while, Wu et al. [19] reported that VMAT plans require~70 or more MLC segments for adequate PTV coverage and OARs dose distribution.
The differences in DIs between gantry space resolution of 2°, 3°a nd 4°were <2%. The majority of the DIs obtained favored a GS of 4°compared with a GS of 2°or 3°, with a few exceptions. The differences in DIs, such as target coverage (D 95% ), CI and tail doses (D 2% ), were generally very small,~1 Gy between GSs, but were certainly in the favor of a GS of 4°. Our SA VMAT results were very similar to the results reported by Mihaylov et al. [7] . The higher absolute gains for HI were found at a GS of 4°compared with a GS of 2°o r 3°, and this might be due to the larger number of MLC segments and smaller number of CPs, as Palma et al. [3] reported a higher HI for 3D-CRT compared with IMRT and VMAT, and several authors reported a higher HI for IMRT versus VMAT [4, 5] . Tyagi et al. reported [9] that since larger GSs generate a smaller number of CPs, therefore the SmartArc™ module tends to use a larger field size (larger MLC segments) to provide adequate PTV coverage. A larger field Table 5 . Differences of >2% for the PTV DIs have been highlighted. DI = dose-volume index, OAR = organ at risk, ROI = region of interest, PTV = planning target volume, HI = homogeneity index, CI = conformity index, VMAT = volumetric-modulated arc therapy. [20, 21] . All OARs and normal tissue (surround) show very little variation in the magnitude of the various DIs between the three GSs. Dose homogeneity for DA was higher than for SA for a similar set of planning parameters (i.e. gantry spaces) in the respective VMAT schemes. Despite SA VMAT being optimized for head-and-neck cancer, it could not achieve the planning objectives; however, the majority of DI values were in the favor of a GS of 4°compared with a GS of 2°or 3°. In our results, better PTV coverage, higher HI, and improved sparing of OARs was achieved by DA compared with SA, because of increased degrees of freedom in terms of: number of arcs, CPs, leaf positions and delivery time; similar results were reported by other authors [4, 8] .
The results for head-and-neck cancer SA VMAT plans in our study were in marked contrast to those reported by other investigators [7] . The reason might be the use of Linac(s) with different aperturesMihaylov et al. [7] used a Linac with an aperture of 40 × 40 cm², whereas in this study VMAT plans were simulated for an Elekta Beam Modulator™ with a maximum aperture of 21 × 16 cm². Dose calculation and optimization time in a VMAT plan is directly related to the number of CPs. For the respective arc selections, a GS of 4°and of 3°require~50% and~70% of the dose 'optimizationand-calculation' time, consumed by a GS of 2°. In the optimization of DA, a maximum of 58 and 40 min were recorded for prostate and head-and-neck cancer, respectively. Similar (pretreatment) ArcCHECK™ phantom dose calculation times were noted (as reported in Table 5 ) for the treatment plan optimization of the various VMAT arcs. Our dose calculation and optimization times were shorter than those reported by Mihaylov et al. [7] because of our efficient computer hardware set-up. In most of the VMAT plans, a GS of 4°achieved comparable or fewer MUs than a GS of 2°or 3°. Similar results were reported by Tyagi et al, since larger GS generates a smaller number of CPs, which in turn helps in reducing the total MUs [9] .
The average beam delivery time (Deli. time as reported in Table 5 ) per arc was observed to be higher compared with a MDT of 90 s (per arc) for prostate cancer and 110 s (per arc) for head-and-neck cancer used (being an objective) by the optimizer. The reason for this discrepancy is that the console software Precise Desktop® 7 automatically determines the fastest available combination of dose rate, gantry speed and leaf speed for the VMAT delivery. Consequently, it is not necessary that the delivery time per arc will be the same as the MDT used by the optimizer during plan optimization. Minor differences were found between the delivery time for the different GSs. Some of the dosimetric-and efficiency-related parameters [PTV dose inhomogeneity (higher radiation-dose variations across the target volume), MUs, optimization time and delivery time] were notably increased in head-and-neck cancer planning compared with prostate cancer planning, possibly due to the increased complexity of the plan. Practically, a GS of 2°, 3°and 4°d id not show any significantly different effect on VMAT plan quality for selection of any number of arcs or MLC segments; however, dosimetric and efficiency metrics were in favor of a GS of 4°. Our study confirmed the previous results reported for SA [6] [7] [8] and provide a further detailed evaluation of the GS resolution effect for a large number (2-fold) of MLC segments. Comparable phantommeasured dosimetric results for verification are noted for a GS of 2°, 3°and 4°, whereas DA showed a trend for a higher gamma passing rate compared with SA. We frequently use a GS of 4°for SA and DA VMAT schemes for treatment plan optimization of prostate tumors. In our experience, SA is not sufficient for the treatment of head-and-neck cancer tumors because of the limited field size of the Elekta MLC 'Beam Modulator™'; therefore, our choice is DA and a GS of 4°for treatment plan optimization of head-and-neck cancers in order to obtain clinically acceptable VMAT plans with the minimum beam calculation time.
In conclusion, GS is insensitive and practically has no significant effect on VMAT plan quality in the case of Pinnacle³ SmartArc™ module implementation. A GS of 4°showed comparable or better dosimetric indicators for plan quality, with least optimization and calculation time. Therefore, a GS of 4°is an optimal choice for minimal usage of planning resources without compromise of plan quality.
